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TheCOVID-19 pandemic has varying e�ects onmen,women, and the transgender

population. However, there is a paucity of systematic evidence on how gender

and other social determinants of health during COVID-19 are a�ected in resource

constraint urban settings. This review describes the gender dimensions of health-

related challenges among the urban poor during COVID-19 in LMICs. We

searched 11 scholarly online repositories including PubMed, Embase, Web of

Science, CINAHL using the domain “slums,” “COVID-19”, “LMICs” and “gender

identities.”We used thematic framework analysis to synthesize qualitative data, and

meta-analysis to determine the pooled prevalence. We registered in PROSPERO

(CRD42020203783). We identified 6490 records, and 37 articles included. The

studies reported stress among 74% women and 78% men, depression among

59% women and 62% men, and anxiety among 79% women and 63% men. Men

had more stress than women during COVID-19; men are primarily responsible

for household sustenance. Women had more anxiety than men, possibly because

they are often the primary caregivers for children and the older population. While

the severity varies according to gender identity, their vulnerability mostly related

to their literacy and economy, highlighting the significance of including all social

determinants in future primary studies.

Systematic review registration: https://www.crd.york.ac.uk/prospero/#

recordDetails.

KEYWORDS

urban poor, gender, sex, inequities, pandemic, LMICs

Frontiers in PublicHealth 01 frontiersin.org

https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://www.frontiersin.org/journals/public-health#editorial-board
https://doi.org/10.3389/fpubh.2023.1170386
http://crossmark.crossref.org/dialog/?doi=10.3389/fpubh.2023.1170386&domain=pdf&date_stamp=2023-06-09
mailto:drsanghamitra12@gmail.com
https://doi.org/10.3389/fpubh.2023.1170386
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/articles/10.3389/fpubh.2023.1170386/full
https://www.crd.york.ac.uk/prospero/#recordDetails
https://www.crd.york.ac.uk/prospero/#recordDetails
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Sahoo et al. 10.3389/fpubh.2023.1170386

1. Introduction

Over half of the world’s population is currently living in

urban areas, which is anticipated to rise to 68% by 2050. The

global urban population has expanded at a breakneck pace, from

751 million in 1950 to 4.2 billion in 2018 (1). According to

the United Nations Department of Economic and Social Affairs,

low-and middle-income countries (LMICs) would account for

more than 90% of anticipated urban population growth (1, 2).

The urban poor in LMICs, who comprise a large portion of

the urban population in these settings, often live in slums or

on the streets (3). They have substandard housing conditions

shared by many people, as well as a dearth of basic amenities.

Additionally, overcrowding, and poor living conditions contribute

to an increased risk of developing infectious diseases (4–6).

FIGURE 1

PRISMA flowchart.

Furthermore, poverty, gender inequality, and health inequities

significantly contribute to the burden of infectious diseases (7, 8).

Thus, urban health development programmes encounter numerous

obstacles in their initiatives to boost the health and wellbeing of the

urban poor (3, 9), highlighting the critical need for a comprehensive

understanding of their healthcare services during the COVID-19

pandemic (10).

Generally, poor health outcomes among the urban poor were

most frequently connected with living conditions, low income,

food insecurity, and a lack of social support (4). Additionally,

the COVID-19 pandemic increased their vulnerability (11).

The COVID-19 poses potential challenges to livelihoods and

health care demands, particularly LMICs (12, 13). Consequently,

wage loss, societal and gender inequity exacerbated gender-

based violence (14). Additionally, women’s health challenges
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TABLE 1 Characteristics of qualitative studies comprising disaggregated data by sex and gender identity.

Authors year Study
type

Country City Types of
urban
poor

Study participants Study
approach

Data collection
methods

Data
analysis

Major domain

Akter et al. (26) Qualitative Bangladesh Coax Bazar Refugees Female camp dwellers and leaders

(n= 66)

Phenomenology Telephonic Interview Thematic Resilience

Arora and

Majumder (27)

Qualitative India Delhi Migrant

workers

Women (n= 5) Narrative Telephonic Interview Narrative Gender inequality

Azeez et al. (28) Qualitative India Delhi and

Gurugram

Migrant

workers

Women (n= 19) Phenomenology Semi-structured

Interview

Thematic Economic crisis and

livelihood

Banerjee and Rao

(23)

Qualitative India Various cities

of Karnataka

Transgenders

(hijras)

Transgender (n= 10) Narrative Telephonic Interview Thematic Social and emotional risk

Douedari et al. (29) Qualitative Syria Northwest

Syria

Displaced

Syrian

Refugees (n= 20, 7 male and 13

female)

Phenomenology Telephonic Interview Thematic Prevention response

Gichuna et al. (30) Qualitative Kenya Nirobi Female sex

workers

Female sex worker (n= 117) Phenomenology In-depth Interview Thematic Gender-based violence

Jalil et al. (25) Qualitative Bangladesh Dhaka Transgenders

(hijras)

Transgender (n= 22) Phenomenology In-depth telephone

interviews

Thematic Psychosocial health and

discrimination

Kar et al. (31) Quantitative India Bhubaneswar Slum dwellers Women (n= 280) Phenomenology Semi-structured

Interview

Thematic Gender-based violence

Lusambili et al. (32) Qualitative Kenya Nairobi Refugees Pregnant woman (n= 10) Narrative In-depth Interview Thematic Healthcare access and

economic challenges

Mathias et al. (33) Qualitative India Dehradun Slum dwellers Community members (n= 24) Phenomenology In-depth Interview Framework Psychosocial health and

Economic crisis

Munajed and Ekren

(34)

Qualitative Syria From Turkey

and Lebanon

Syrian refugees Refugee family (n= 11), NGOs

Staff (n= 72)

Phenomenology Semi-structured

Interview

Thematic Housing and health

Nanda (35) Qualitative India Cuttack Domestic

workers

Women (n= 100) Phenomenology interviews Thematic Economic crisis and

health

Oluoch-Aridi et al.

(36)

Qualitative Kenya Nairobi Slum dwellers Women (n= 72) Phenomenology In-depth Interview Thematic Reproductive health

Pandya and Redcay

(24)

Qualitative India Ahmedabad Urban poor Transgender Women and Hijra (n

= 12)

Narrative Telephone interviews Thematic Health care access

Rashid et al. (37) Qualitative Bangladesh Khulna Slum dwellers Community members (n= 51, 44

Women and 7 men)

Phenomenology Telephone Interviews Framework Livelihood and health

Zakar et al. (38) Qualitative Pakistan Punjab Slum dwellers General public (n= 21), and

Healthcare professionals (n= 13)

Phenomenology Telephone Interviews Thematic Economic crisis and

health

Akter et al. (26) Mixed method Bangladesh Khulna Slum dwellers Community members (n= 32) and

Service providers (n= 10)

Explanatory In-depth Interview Framework Psychosocial health and

Economic crisis

Dyalchand et al.

(39)

Mixed method India Pune Slum dwellers Community volunteers, Mahila

Arogya Samiti members and

frontline workers (n= 20)

Explorative In-depth Interview Thematic Psychosocial health and

Economic crisis

(Continued)
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including interruptions in reproductive health care have been

documented to increase during pandemics (15, 16). It may

be difficult to receive affordable, high-quality health care in

locations where there is no universal health coverage and primary

health care access is already limited and digital health care is

not prioritized (12, 13). The adverse health consequences in

slums during COVID-19 may be worsened by limited access to

health care; highlighting the critical significance of systematic

evidence on pandemic associated vulnerability among the

urban poor.

Among various social determinants, socioeconomic status was

the most frequently reported (17), while gender identity and

associated gender dimensions were the second most frequently

associated with poor health and wellbeing (18). In most of

the LMICs, generally, women were more susceptible than men

(19); women living in slum regions are more likely to require

health care (18, 19). The COVID-19 pandemic is aggravating

gender and sex-related differences in health. Few reports have

concluded that the COVID-19 pandemic had a disproportionately

impact on women and their employment chances compared to

men. However, systematic evidence on how gender and other

social determinants affect the health of urban poor during the

COVID-19 pandemic in LMICs is still insufficient. Therefore,

this review described the sex and gender dimensions of health-

related difficulties among the urban poor and their management

approaches during COVID-19.

2. Methods

2.1. Search strategy and selection criteria

We reported this systematic review following the Preferred

Reporting Items for Systematic Reviews and Meta-Analyses

(PRISMA 2020) guideline (20). PROSPERO has registered for

this study (CRD42020203783). Four reviewers (KCS, SD, SN, MS)

conducted a thorough search of 11 scholarly online repositories

for relevant articles published between November 2019 and August

31, 2021 – PubMed/MEDLINE, Embase, Web of Science, CINAHL

(EBSCO), ProQuest, Cochrane, Epistemonikos, WHO Global

Index Medicus, MedRxiv and BioRxiv, 3ie Impact Evaluation

Repository, and Google scholar. Initially, we created a broad search

string that included the terms slums, COVID-19, LMICs and

gender identity. We have included all of the countries on theWorld

Bank list classified as LMICs. The strategies for a detailed search are

provided (Appendix I).

All curated studies were then imported into EndNote X8

software to identify and remove duplicate records. We imported

all EndNote records into Rayyan, a free web tool for the title

and abstract screening. Three reviewers independently screened

all articles (KCS, SN, and KS). Commentaries, perspectives,

reviews, and editorials were not included. Two reviewers (SN

and KS) independently review the full text to ensure compliance

with the study’s objectives. Two reviewers resolved disputes over

study inclusion at each stage (KCS and PM). We excluded

articles that did not include sex-segregated data during the full-

text review.
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TABLE 2 Characteristics of quantitative studies and prevalence of mental health outcomes comprising disaggregated data by sex and gender identity.

Authors, year Study type Country City Types of
urban
poor

Population
(N)

Urban
poor (n)

Men
(n)

Women
(n)

Mental health outcomes

Stress Anxiety Depression

Women
n (%)

Men
n (%)

Women
n (%)

Men
n (%)

Women
n (%)

Men
n (%)

Afridi et al. (44) Quantitative India Delhi Informal

sector

1,473 1473 740 723 643 (89) 629

(85)

593 (82) 474

(64)

506 (70) 488

(66)

Aguilar Ticona

et al. (45)

Quantitative Brazil Salvador Slum dwellers 985 985 394 591 NR NR NR NR NR NR

Alonzo et al. (46) Quantitative Guatemala Urban poor 295 295 105 190 74 (39) 43 (41) 89 (47) 67 (64) 22 (12) 24 (23)

Cobre et al. (47) Quantitative Brazil Rio de

Janeiro

Urban poor 3,656 2,738 1,257 1,454 NR NR NR NR NR NR

Das et al. (48) Quantitative India West

Bengal

Returnee

migrant

worker

159 40 0 40 NR NA NR NA NR NA

Islam et al. (49) Quantitative Bangladesh Dhaka Slum dwellers 435 435 238 197 NR NR NR NR NR NR

Jayatissa et al. (50) Quantitative Sri Lanka Colombo Underserved

settlements

236 236 0 127 NR NR NR NR NR NR

Kumar et al. (51) Quantitative India Chandigarh Migrant

workers

98 98 98 0 NA 84 (86) NA 50 (51) NA 72 (74)

Mamun and

Fatima (52)

Quantitative Bangladesh Dhaka Slum dwellers 434 434 289 145 NR NR NR NR NR NR

Muhula et al. (53) Quantitative Kenya Kibera Informal

settlements

(PLHIVs)

176 176 62 114 NR NR NR NR NR NR

Mukhopadhyay

(54)

Quantitative India Kolkata Slum dwellers 282 282 144 138 NR NR NR NR NR NR

Pinchoff et al. (55) Quantitative Kenya Nairobi Informal

settlements

2,009 2,009 747 1,262 NR NR NR NR NR NR

Quaife et al. (56) Quantitative Kenya Nairobi Informal

settlements

213 213 106 108 NR NR NR NR NR NR

Santana et al. (57) Quantitative Brazil São Paulo Urban poor 495 495 47 448 303 (68) 32 (68) 339 (76) 36 (76) 289 (65) 30 (65)

Spiritus-Beerden

et al. (58)

Quantitative Global

online

survey

Refugees and

migrants

20,642 20,642 1,1946 8,696 NR NR NR NR NR NR

Dyalchand et al.

(39)

Mixed method India Pune Slum dwellers 165 165 0 165 78 (47) NA 139 (84) NA 96 (58) NA

(Continued)
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2.2. Data extraction, quality assessment and
synthesis

We extracted quantitative data in Microsoft Excel using a

standardized template. The data included the study type, the

country and city of studies, the types of urban poor, the sex

and gender identity of the study population—man, woman

and transgender population, the data collection method, and

the major domains. Two reviewers (SN and KS) separately

extracted data, then cross-checked and compiled by a third

reviewer (KCS).

We used the thematic framework analysis approach to

synthesize qualitative findings (20, 21). Three authors (KCS,

SN, KS) thoroughly reviewed the selected studies, and finally,

the author (KCS) developed a framework for data coding. The

authors (SN) coded the data and extracted the key findings

using MAXQDA software (MAXQDA Analytics Pro 2020, VERBI

GmbH Berlin, Germany). We developed a conceptual framework

to present the results based on the key findings. We used

meta-analysis using random-effects models with MetaXL software

Version 5.3 to determine the pooled prevalence of stress,

anxiety and depression among women and men use in a

forest plot.

Two reviewers (SN and KS) assessed the quality of the studies

included. A disagreement concerning the appraisal quality was

settled by a discussion with a third reviewer (KCS). We employed

the mixed-method-appraisal tool (MMAT) to assess their quality

(22) (Appendix II).

3. Results

We identified 6,490 records, removed 1,482 duplicate

records, and selected 5,008 articles for screening. After reviewing

156 full-text articles, finally, we included 37 articles. The

PRISMA flowchart illustrates the article selection process

(Figure 1). There was no quantitative research relating to

gender identities other than the binary categories of men

and women. Three qualitative studies among transgender

population and hijras were conducted: two in India (23, 24)

and one in Bangladesh (25). Table 1 contains detailed features

of qualitative studies, while Table 2 contains characteristics of

quantitative studies, comprising disaggregated data by sex and

gender identity.

Figure 2 depicts our understanding of COVID-19 pandemic

vulnerability among the urban poor in LMICs. The risk

was often compounded by their poor living conditions, loss

of income, and food insecurity—such deprivation frequently

associated with gender-based violence, which affected health

outcomes such as COVID-19 care and prevention, routine

health care, reproductive health care health, and psychosocial

health. Furthermore, the studies revealed a wide range of

resilience strategies among urban poor. The impact of vulnerability

was also influenced by four factors: the type of urban poor,

gender, gender identity, other social determinants such as

age, education, caste/ethnicity, and individual socioeconomic

status.

Frontiers in PublicHealth 06 frontiersin.org

https://doi.org/10.3389/fpubh.2023.1170386
https://www.frontiersin.org/journals/public-health
https://www.frontiersin.org


Sahoo et al. 10.3389/fpubh.2023.1170386

FIGURE 2

Conceptual framework on COVID-19 pandemic vulnerability among urban poor in low-and middle-income countries.

3.1. Living condition, income, and food
insecurity

During the pandemic, livelihood of many urban poor affected

as public construction projects on shelters, roads, and drains

were stopped. Street food and other vendors also stopped

working (25, 26). Workers in many small companies and

households help, mostly women, were laid off (27, 31, 35, 43).

Women sex workers and the transgender population were loss

their income (23, 25, 30). This resulted in food insecurity

and limited health care expenditure. Discriminated income and

fewer savings have increased women’s vulnerability during the

pandemic (26).

Around 80% of women-headed families experienced food

scarcity compared to 20% of men-headed families (26, 59). In

Dhaka, Bangladesh, 97% women and 74% men (49), Nairobi

77% women and 68% men (55), Nairobi, Kilifi, Kisumu 73%

women (41), Delhi, India, 52% women and 82% men (42), in

Colombo, Sri Lanka 67% women (50) reported food insecurity.

Women faced more challenges than men due to gender inequity in

employment during the pandemic. Studies showed 100% women

and 50% men in Delhi, India (42), 76% women in Kenya (41),

almost equal number of women and men (95%) in Dhaka,

Bangladesh (49) reported job loss. A few women sold household

belongings to meet their everyday needs, house rent and medical

needs. For instance, a woman sold her child’s bicycle to pay

medical expenses (43). Girls were more likely than boys to share

experiences of hunger in refugee camps (40). Income loss and

inability tomeet medical expenses were also seen in the transgender

population (25).

One health volunteer promoting covid-appropriate behavior

among slum dwellers noted that financial limitations forced

them to pay for food and rent rather than buy gloves and

sanitizers (34). One woman expressed, “we may survive the

coronavirus, but we will most likely perish from hunger and

depression” (27). Hunger, insecurity, and fear has contributed

to a surge in violence experienced by women (26, 37, 39, 42).

One woman explained, “when there is no food, and family

members are requesting food, it is natural for men to become

angry” (37). Young women saw men’s role as that of “providers”

which was crucial during economic insecurity. COVID-19-

related income loss by men led to relationship conflicts and

separation (41).

3.2. Gender-based violence

Above half of women reported experiencing violence during

the COVID-19 pandemic and lockdowns. Gender-based violence

(GBV) was recorded in 28% of urban poor women in West

Bengal (48), 22% in Pune (39), 38% in Delhi, Mumbai, and

Kochi (43), and 47% in Delhi, India (42). Similarly, 6.2% of

Nairobi residents (55) and 59% of Nairobi, Kilifi, and Kisumu

slum dwellers (41) in Kenya reported experiencing GBV. In

many instances, the women were overworked in the home and

endured intimate partner violence (28). All family members

confined at home for extended periods, unemployment, and

financial distress increased women’s vulnerability to violence (31,

39, 43, 59). Married women reported experiencing more GBV,
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and women stated that food shortage strained their marital

relationships (40). Women were abused when voicing concerns

about food for their children. This strained their relationships

and, at times, increased suicidal thoughts (24, 37, 43). Fear of

infection has affected physical intimacy in relationships (41). The

transgender population also reported verbal harassment from the

public while out for work to avoid income loss (23, 25). Figure 3

presents the loss of income, food insecurity and gender-based

violence during COVID-19 among urban poor in low-and middle-

income countries.

3.3. Health outcomes

3.3.1. COVID-19 prevention and care
Many urban poor did not possess sources of information

like television or mobiles. They learnt about COVID-19 related

information from watching television at neighborhood stores or

tea stalls (40). Women, being more homebound, without access to

mobile phones, requested neighbors or relatives to explain COVID-

19 news updates (33). Similarly, the transgender population

collected information on pandemic-appropriate behavior using

their mobile phones (23, 25).Women were less affected by COVID-

19 preventive restrictions as they usually spent more time indoors

with domestic work. Compared to boys, girls adhered more to

Covid guidelines and stayed indoors (40). A refugee woman

expressed, ’the ladies frequently cook and serve meals to everyone,

and their work remained largely unchanged’ (40). Fear of COVID-

19 prevented healthcare access for women and the vulnerable

population (40, 59). Many affected women perceived isolation

centers as “prisons” with meager facilities. Those migrating were

labeled as “outsiders” and faced more difficulties (26, 28, 38).

In some instances, women sex workers were viewed as COVID-

19 carriers (30). On the other hand, transgender population in

India expressed being subjected to the double discrimination

of their low socioeconomic status and gender identity (24, 25).

They had to wait for long periods to receive masks, soaps

or medicines and even had difficulty during COVID testing

(23, 25).

COVID-19 was active in 25% of women and 18% of men;

the recovery rate was 25% for women and 22% for men, and the

death rate was 3% for women and 5% for men (47). The median

time to diagnose COVID-19 was 7 (IQR, 6.6–7.6) days for women

and 8 (IQR, 7.5–8.6) days for men. Women had an average of

11 times direct contacts, while men had 16 times (56). Preventive

practices avoiding COVID-19 (64%) (54) and willingness to receive

vaccination (66%) among men and women were almost equally

(45). Similarly, in Kolkata, 93% of women and 96% of men were

infected with COVID-19 (54) and in Delhi, 83% of women and 97%

of men were infected with COVID-19 (42).

Women were hesitant to participate in COVID-19 awareness

initiatives (59) but the men-women engagement in non-

governmental initiatives was ∼1:10 in Bangladesh slums leading

women-focused COVID-19 management (26, 37, 59). Similarly,

in men-centric awareness initiatives, as in the Syrian refugee

community, men possessed more accurate and comprehensive

information (29).

3.3.2. Routine health care
During COVID-19, most urban poor struggled to obtain

services at public hospitals and were unable to afford private

hospitals disrupting routine care. Restriction of movement and

COVID-19 preventive measures by hospitals were prevailing

and doctors maintained a safe distance due to COVID-19 fears

(40). Around 28% of women were unable to receive routine

healthcare in Delhi, Mumbai, Kochi (43), 38% in Pune, India

(39). About women 11% and 5% of men were reported to be

unable to access needed routine care in Nairobi, Kenya (55).

A study of HIV patients living in informal communities in

Kibera, Kenya, found a 56% decline in HIV care uptake (53).

Women sex workers stopped the visits to sexual and reproductive

health services for pre-or post-exposure prevention to reduce

risks of HIV infection or to collect contraceptives (30). The

transgender population, also faced similar challenges in obtaining

care (24). They avoided reaching out to health facilities for

their chronic illnesses, or for problems like alcohol withdrawal

(24, 25). Some of them discontinued the services for anti-

retroviral therapy (24). Though digital platforms for consultation

were promoted, many urban poor, particularly women, lacked

access to mobile phones and had little understanding of

the notion of digital health, making virtual health services

inaccessible (28).

3.3.3. Reproductive health care
Many women struggled to access reproductive health services

as most public hospitals were devoted to COVID-19 care. There

was a shortage of emergency services—more than two-thirds had

difficulty in accessing antenatal care, while the remaining received

care from urban primary health centers. Few mothers chose to seek

maternity care in private facilities, but private facilities increased

their fees, making them unaffordable (32, 36, 39).

Only one-third of the women received diagnostic services.

One-third of mothers were unable to vaccinate their children.

Many mothers missed vaccinations for their children due to their

husbands’ refusal. During the lockdown, many pregnant women

were deprived of prenatal care (42). The healthcare professionals

indicated an increase in non-institutional deliveries. One of the

reasons many urban poor women avoided medical treatments

and check-ups were unclear information about COVID-19 testing

among pregnant women and the associated costs (32). Many

refugee women were denied admission to health facilities because

they lack a National Health Insurance Fund (NHIF) card (32). Most

of the women encountered difficulties in accessing contraceptives

and sanitary pads due to medical facility closures, non-availability

in slums, and inflated costs (39). Due to school closures and a

lack of finances to meet their personal requirements, the COVID-

19 has accelerated cohabitation, unintended pregnancies, and early

marriages among the urban poor girl (41). The women sex workers

explained that they could not afford contraception which associated

with unintended pregnancy (30). Some refugee women reported

even they deliver alongside the road (non-institutional delivery)

due to their inability to afford private hospitals (32). Many of

them expected the need of online counseling for their reproductive

health care.
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FIGURE 3

Loss of income, food insecurity and gender-based violence during COVID-19 among urban poor in low-and middle-income countries.

3.3.4. Psychosocial health
Figure 4 depicts the pool prevalence of perceived mental health

status—stress, anxiety, and depression—among men and women

during COVID-19. It was noticed that stress affects 74% of women

and 78% of men, depression affects 59% of women and 62% of

men, but anxiety affects 79% of women and 63% of men. In Dhaka,

Bangladesh, the mean score for posttraumatic stress disorder was

15.4 (SD 3.0) for women and 14.9 (SD 3.7) for men (49). In

Guatemala, burnout was reported by 12% of women, whereas 20%

of men experienced burnout (46). Around 50% of women and

43% of men reported sleep disorders in Delhi (44). A nearly equal

proportion of women and men (76%) reported sleep disorders

in São Paulo, Brazil (57). A global online survey of refugees and

migrants in LMICs revealed a significant relationship between

gender and mental health outcomes, with men reporting lesser

adverse effects of COVID-19 on their mental health outcomes than

women (58).

Poor living conditions and economic hardships contributed

to poor psychosocial health (34). Men had more stress than

women during COVID-19. In the context of LMICs, they were

preoccupied with the fear of job loss and financial insecurity,

as they are primarily responsible for household sustenance. On

the other hand, women, working or homemakers, had more

anxiety than men, possibly because they are often the primary

caregivers for vulnerable children and the elderly staying at home

(41). They stayed in limited living space and felt they might

transmit COVID infection to a dependent child or older adult,

causing severe illness or even death (34). Men who worked for

a living feared getting the infection and getting transferred to

isolation centers (33). This fear was more in men than women

due to more access to media information related to COVID-19

(32, 33, 36).

Women had burnout due to loss of job or an increase in

household responsibilities (27, 38). In addition, all family members

crowded together, and childcare added to women’s stress (43).

Transgender women and men in India with COVID-19 symptoms

avoided health check-ups out of fear of stigma (24).Many expressed

feelings of loneliness, social isolation, and sadness due to their

movement restrictions. They were uneasy with social distance

conventions because they were accustomed to living in groups

(23, 25). The transgender population described being charged and

yelled at by individuals who said that ’these hijra people are already

contaminated and can transmit to us’. Sometimes they were not

accepted at their rented residence (25). They fear being stigmatized

for corona’s rest of their lives, similar to HIV. Many claimed that

social media outlets exacerbated their panic (25).

3.4. Coping and resilience

The urban poor adopted both healthy and unhealthy ways

to cope with COVID-19 pandemic. With reduced opportunities

for income among the urban poor, many women started modest

businesses, such as tiffin stalls; others relied on government rations

to feed their families while reducing their food consumption

during the pandemics (27, 35). Women reduced expenses by

substituting menstrual pads with clothes, not recharging mobile

phones, and using alternatives to gas for cooking (28). Sometimes

they borrowed money from money lenders at high rates to cover

daily expenses (43).

In order to maintain COVID-19 preventive measures, most

of them relied on government and non-government agencies for

sanitizers and masks (34, 51). For instance, ’after groups ceased

supplying free masks and soaps, 95% of inhabitants stopped using’

them. Households purchased masks for men as they worked

outside, whereas women managed using a scarf (37). Many urban

poor preferred home remedies or continued their treatment at

local pharmacies and informal healthcare practitioners (51, 52,

59). Some NGOs provided information and support for women

groups affected by the pandemic, such as sex workers (30).

Women managed their stress differently. Most slum residents kept

themselves engrossed in prayer during their isolation (59). Some of

them used the government tele-counseling service, but most were

unaware of it (28).
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FIGURE 4

Pool prevalence of perceived mental health status - stress [(A) men and (B)] women, anxiety [(C) men and (D)] women, and depression [(E) men and

(F) women] during COVID-19.

4. Discussion

This systematic review describes sex and gender identity

as potential social determinants of urban poor health during

the COVID-19 pandemic. Many studies have found that food

insecurity, access to care, and information via digital technology

disproportionately affect women among the urban poor, as they

always prioritize the needs of others. This review contributes to a

better understanding of public health policy and planning among

the urban poor during any emergency, including pandemics.

The gender is a social construct that refers to the responsibilities

and expectations placed on men and women in a given society,

roles that vary according to time, place, and life stage (60).

According to WHO, gender refers to the socially constructed

characteristics of men and women, such as norms, roles, and

relationships among and between groups of men and women

(61). Both urban poor men and women are affected by gender-

related health issues (62). COVID-19 lockdowns enhance the

probability of urban poor people in LMICs falling into extreme

poverty. They faced dual burden of poverty and infection, which

breaks their livelihood. The detrimental effect of gender appears

to affect urban poor women during the COVID-19 pandemic.

Anxiety among women was found to be higher in comparison

to men. Women appear to incur more adverse health outcomes,

primarily associated with gender disparities. In recent decades,

government funding organizations and international organizations

have prioritized research on women’s health to address this inequity

in policy and practices (61, 63, 64).

Economic instability, including food insecurity and income,

varies by the types of urban poor such as slum dwellers,

homeless, refugee, migrant workers, commercial sex workers,

gender identity—men, women, and transgender population and

level of education (18, 65). While there has been increasing

recognition of the social inequalities experienced by the urban poor,

there is hardly any common strategies to address the issues (66, 67).

There is a lack of comprehensive understanding and adequate

information regarding the common context-specific challenges

in terms of gender (18). Thus, this review indicates the need

for further primary research on the gender dimension of health

challenges among urban poor during any emergency situations for

urban policy and planning.

Universal access to essential health care services is critical

for achieving the Sustainable Development Goals (SDGs) (63,

68). Access to primary, specialty, and emergency care and

affordable cost, health literacy, and the quality of care are integral

components of essential health services (69). There is a lack

of primary care services and less insurance among the urban

poor. Effective service design requires intersectoral collaboration

and community-centered health care service planning (69, 70).

Moreover, improving access to and the quality of care in

vulnerable populations will require developing novel strategies for

incorporating limited resources and transforming care to meet the

needs of changing communities (64). Collaboration for integration

and transformation is more critical than ever to establish

relationships with a diverse group of community stakeholders to

comprehend and meet the needs of the urban poor (69, 71). Thus,
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the built environment—improved housing, increased food access,

and elimination of all forms of discrimination and violence—is

critical for urban health policy and planning.

Healthcare data should become a policy priority for urban

public health (72, 73). Digital platforms were created during

COVID-19 to track case numbers, hospital bed availability,

and community literacy. However, the study’s findings revealed

disparities in access to technological outcomes between men and

women in slum settings. The differences in technology outcomes

between gender identities revealed disparate predictors of mobile

phone ownership, internet access, and text messaging among men,

women, and the transgender population. As a result, they were

noticed to have higher technological awareness and utilization

(8). It is also likely that such slum residences closer to wealthy

neighborhoods will have lower crime and poverty rates, which are

significant predictors of gender disparities in access to technology.

However, our systematic review indicates that women’s access to

technology requires further exploration.

The findings indicate that improving household education is

critical for addressing disparities in women’s access to and use of

mobile phones, the internet, and text messaging in slum settings,

owing to the consistency of household educational level as a

predictor across all of these technology indicators (10, 71). This

condition may be explained because women are more likely to

rely on men in their households for financial support (6, 43). The

absence of a wage earner in the family can substantially impact the

household’s financial wellbeing (39, 70). Hence, women’s education

is a critical predictor of all technology results in slum areas (5,

68–76). Gender disparities, in particular, have been attributed to

conventions such as a lack of emphasis on women’s education and

financial independence.

We found only three qualitative studies on the non-binary

gender population in the COVID-19 context in LMICs, which

indicates the need for more research among these populations.

To the extent that this paper seeks to describe pooled estimates

of risk, these features may be viewed as potential limitations

because there are not enough studies for risk estimations, indicating

the need for additional research in these domains. In addition,

quantitative studies on social and cultural beliefs prior to, during,

and after the pandemic are critical in the context of LMICs. Along

with women’s education, governments and non-governmental

organizations should develop gender streaming policies that

include plans for changing stereotypical and culturally rooted

gender division attitudes in societies. Furthermore, the findings

show that in some areas, men are more disadvantaged than

women. Hence, when generalizations about women being more

vulnerable than men are made, caution should be exercised.

Policies should be based on a gender perspective so that both

men and women are treated based on their circumstances when

necessary. As a result, primary quantitative data based on gender is

critical for gender-sensitive health planning, particularly among the

urban poor.

5. Conclusion

This review highlights that abolishing all forms of

discrimination and violence in income opportunities among

women, men, and other gender identities is critical for

health policy and planning for the urban poor. However,

sex and gender identity were frequently influence health

and wellbeing among the urban poor. However, there is

limited information on sex-segregated data or studies on the

gender dimension of health among the urban poor during

any emergency, including the COVID-19 pandemic. This

review emphasizes the critical importance of conducting

future research on the gender dimensions of health among

the urban poor during emergencies. While the severity of the

pandemic varies by sex and gender identity, their vulnerability

also varies by caste/ethnicity, literacy, and economic status,

which suggests the importance of focusing on how and why

gender intersects with other social variables under structural

conditions of disadvantages and discriminations. The findings

also imply that in-depth research on emergency vulnerability

among the urban poor is required—a broad range social

determinants and their intersections that influence their health and

disease experience.
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